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Abstract
Aims: The aim of this study was to develop an effective instrument to measure levels of burnout in Health Care Workers (HCWs) who care
for dying patients and confirm the validity and reliability of the scale. The Burnout scale for workers who care for dying patients was created
in 2005, by Gouveia Melo, using items from the Maslach Burnout Inventory (Human Services Survey) (Maslach, Jackson, & Leiter, 1997), the
Burnout Test (Service Fields) (Jerabek, 2001) and items specifically designed for burnout in end-of-life care.Method: The scale was validated
with 280 HCWs working in oncology hospitals and in community home care in different parts of the country. The psychometric methods used
were exploratory factor analysis using principal components analysis (PCA), Cronbach’s α coefficients, and intra-class correlation coefficients.
Results: The initial 40 items were submitted to analysis for suitability of the data and 38 items were chosen for PCA. Results showed 3 main
components with 36 items explaining a total of 34.29% of the variance. These factors were emotional exhaustion (15 items), professional
fulfillment (14 items) and depersonalization (7 items). Cronbach’s α coefficients were .86 for emotional exhaustion, .83 for professional fulfillment
and .63 for depersonalization. Pearson bivariate correlations were performed on the 150 participants, with an interval of 4 months for test-retest
purposes with intra-class correlations from .55 to .59 in each domain. Convergent and divergent validation showed significant correlations.
Conclusions: The validity and reliability of this scale was established, enabling it to be used within the Portuguese population.
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Introduction
Health care workers who care for dying patients are in daily contact with physical degradation, suffering and
inevitable death. This is a source of stress that is often more present in this field of medical action than in other
medical care areas. Research has shown that health care workers (HCWs) who care for terminal patients can
also suffer from death anxiety and that this may lead to burnout affecting the quality of patient and family care
(Bernard & Creux, 2003; Connelly, 2009; Keidel, 2002; Lowry, 1997). The underlying causes may be the HCWs’
own fear of death, feelings of inadequacy, insufficient understanding of the needs of dying patients, and difficulties
in communicating (Keidel, 2002; Lowry, 1997).
In this study, the term Health Care Worker (HCW) will be used to refer to all trained health professionals who care
for patients in their area of expertise. In this particular case, they are nurses, nursing aides, doctors, psychologists,
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social workers, physiotherapists, nutritionists, occupational therapists, hospital chaplains and unit secretaries who
have direct contact with patients and their families.
Death anxiety has been defined as “a negative emotional reaction provoked by the anticipation of a state in which
the self does not exist” (Tomer & Eliason, 1996, p. 345). It has also been suggested that the fear expressed by
the dying may be the same type of fear that people experience “in everyday life rather than in acute situations
where there are immediate threats to life...[It] has multiple components including: anticipating [oneself’s] dead,
fear of the process of dying and fear about the death of significant others” (Payne, Dean, & Kalus 1998, p. 701).
Other similar existential fears may include: fear of pain and suffering, fear of being alone and of not having close
and fulfilled relationships, fear of living with uncertainty, fear of the unknown, fear of not living a meaningful life,
fear of physical degradation, fear of losing one’s dignity and being judged by others, and fear of what comes after
death (Hennezel & Leloup, 1997). Lack of awareness of the existence of these existential fears in their own lives
may lead HCWs to experience feelings of death anxiety when caring for terminal patients, which can interfere
with the HCW-patient relationship (Lowry, 1997; Meier, Back, & Morrison, 2001), and eventually lead to burnout.
Burnout has been defined as “a syndrome of emotional exhaustion, depersonalization and reduced personal
accomplishment that can occur among individuals who work with other people in some capacity” (Maslach,
Jackson, & Leiter, 1997, p. 192). HCWs’ burnout and death anxiety can affect patients, institutions, and HCWs
themselves in many ways. It can lead to poor quality of care, increased absenteeism and job turnover, and personal
dysfunction - physical exhaustion, insomnia, increased use of alcohol and drugs, and marital and family problems
(Maslach, Jackson, & Leiter, 1997). Emotional exhaustion was referred to by the same authors as “The depletion
or draining of emotional resources” and depersonalization as “the development of negative, callous and cynical
attitudes towards the recipients of one’s services”. This is different from the psychiatric meaning where
depersonalization is used to denote a person’s extreme alienation from the self and the world. In Maslach and
Jackson’s definition, it refers to a “callous or even dehumanized perception of others, rather than to an impersonal
view of the self” (Maslach, Jackson, & Leiter, 1997, p. 192). In this study, the term ‘personal accomplishment’
used by Maslach was referred to as ‘professional fulfillment’ and can be defined as a sense of well-being in relation
to one’s working performance, one’s relationships with colleagues and patients and within the working environment.
When assessing burnout in this specific population, there is a need to take death anxiety into account as one of
the causes towards burnout. This is particularly important, because studies using the Maslach Burnout Inventory
(MBI) have shown that burnout is generally not high in these health care workers. However qualitative studies
have shown that health care workers who care for the dying may have different sources of stress than other HCWs
(Gouveia e Melo & Oliver, 2011; Pereira, 2011; Soares, 2010) and thus, there is a need for an instrument that will
provide a more accurate evaluation of burnout in this population.
Methods
Participants
The participants were 280 health care workers in Portugal, aged 21 to 67 years, comprising 177 (63.2%) nurses,
62 (22.1%) nursing aides, 13 (4.6%) psychologists, 11 (3.9%) doctors, eight (2.9%) social workers, three (1.1%)
physiotherapists, two (0.7%) secretaries, one (0.4%) occupational therapist, two (0.7%) chaplains and one (0.4%)
nutritionist. Overall, 247 (88.2%) were female and 33 (11.8%) male. A total of 124 (44.3%) worked in palliative
care units and 156 (55.7%) worked with dying patients but not within a palliative care unit. Most of the participants
Psychology, Community & Health
2012, Vol. 1(3), 257–272
doi:10.5964/pch.v1i3.21
Burnout Scale for Workers who Care for the Dying 258
worked in oncology hospitals, both in the centre and north of Portugal and others worked in community home
care.
Procedure
The scale was designed as an anonymous self-administered scale using a Likert-type scale from 1 to 6. To
examine the validity of the scale, construct, convergent and divergent validation analyses were performed on the
data from the 280 participants. The reliability of the scale was assessed through analysis of the internal consistency
of each factor, also on the data from the 280 participants. The test-retest reliability of items was performed with
an interval of 4 months on 150 of the 280 participants. In between the two tests, these 150 participants had
participated in an intervention to reduce burnout and death anxiety and improve the quality of their helping
relationship. The statistical package SPSS 19 was used for all analyses.
Development of the Scale — The scale was devised by the corresponding author to measure emotional
exhaustion, depersonalization, and professional fulfillment specifically in HCWs who care for the dying, as opposed
to HCWs in general. It was comprised of items from different origins to assess emotional exhaustion (EE),
depersonalization (D) and professional fulfillment (PF):
A - The Maslach Burnout Inventory (Maslach, Jackson, & Leiter, 1997)
Authorization was received from the Maslach Burnout Inventory’s (MBI) authors to translate questions from the
MBI into Portuguese and to integrate them into the scale. The MBI’s items integrated in the present study are
shown in Table 1.
B - Psychtests Aim Inc. (Jerabek, 2001)
Authorization was received from the authors of PsychTest Aim Inc. to use some of their items, translate them into
Portuguese and to integrate them into the scale. Those items are displayed in Table 2.
C - Questions Developed by the Researcher Specifically for Burnout Related to Working With Dying Patients
A total of 14 items were devised, based on a survey performed with 20 nurses who worked with dying patients,
to understand what their difficulties were. Table 3 presents this information.
Self-reported answers to each item were evaluated using a Likert-type scale, ranging from 1 (disagree completely)
to 6 (agree completely).
Distribution of the Scale — A pilot test was performed among 10 participants who were debriefed to ensure that
all questions were understood as intended. With the ethical consent of the clinical director of each hospital
department, the scale was then distributed to 280 Portuguese HCWs who cared for terminally ill patients and who
agreed to participate in the research project. The study aims at understanding whether an intervention, comprising
both an educational component, as well as a personal introspection component regarding death anxiety, could
reduce burnout and improve the quality of helping relationship skills with patients and their families.
The scale was filled in by HCWs who had not yet received the intervention. They were each given a cover letter
explaining the research project and an identification sheet with demographic data (age, sex, place of work - in or
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Table 1
Questions Integrated from the MBI
Emotional exhaustion
1. I feel emotionally drained by my work.
2. I have no strength left at the end of a day’s work.
3. I feel tired when I get up in the morning and have to face another day of work
4. I feel frustrated by my work
5. I feel that I work too hard in my profession
6. Working directly with people causes me a lot of stress
7. I feel worn out
8. Working every day with people is a real burden for me
Depersonalization
9. I feel that I treat many people impersonally, as if they were objects
10. I have become more insensitive to people since I have this job
11. I am afraid this job will make me become emotionally hard
12. I do not pay real attention to what happens to other people
13. I feel that other people censor me because of their own problems
Professional fulfillment (referred to by Maslach as ‘Personal Accomplishment’)
14. I resolve other people’s problems efficiently
15. I can easily understand what other people are experiencing
16. I have a positive influence on the people I coordinate at work
17. I feel energetic
18. It is easy for me to create a relaxed atmosphere with other people
19. I feel fulfilled when I work in close collaboration with others
20. I have accomplished many useful things in this work
21. At work, I deal with emotional problems very calmly
Table 2
Questions Integrated From Psychtest Aim Inc.
Depersonalization
1. I would be incapable of coping with my work if I considered my patients as unique individuals
2. I don’t really care what happens to my patients
3. I cannot afford to answer to the individual needs of my patients.
Professional fulfillment
4. I feel that what I do makes a difference
5. I feel that other people have realistic expectations regarding my working performance
Table 3
Questions Devised by the Researcher
Emotional exhaustion
1. Dealing psychologically with terminally ill patients makes me feel insecure and anxious
2. I feel helpless when faced with the patient’s fragility
3. I am emotionally disturbed by the death of so many patients
4. The relationship with the patient’s family wears me out
5. I am frustrated because I cannot find the time to have a quality relationship with the patient
6. I feel stressed due to lack of debate and support within the team, with regard to our difficulties
7. I ask myself many times if I could have “done more” and this makes me feel anxious
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Depersonalization
8. I give more importance to the technical part of my work than to the human part
9. I give a lot of importance to treating the illness, but do not have patience for the psychological and
spiritual caring of the patient
Professional fulfillment
10. I feel fulfilled at work because I manage to find time to just “be” with the patient or their family
11. I have moments of sharing with the patients, with no need to hide my feelings
12. My work allows me to value life more
13. I manage to find time in my work to talk to patients and to help them find meaning in their lives
14. I often contribute towards giving my patients quality of life, comfort and dignity at the end of their
life
out of a palliative care unit - level of education, and profession). Anonymity was assured. The scales were collected
for construct, convergent and divergent validation and tests of internal consistency.
Four months later, the scale was distributed again to the 150 participants who had completed the intervention
and test-retest reliability analyses were performed.
Sensitivity — Each item was examined in terms of median, skewness, and kurtosis. Items with a Sk > 3 and Ku
> 8 were eliminated from the scale before performing factor analysis. These are shown in Table 4.
Validation — Construct validity of the 40 items was examined using exploratory factor analysis (principal
components analysis - PCA) with Varimax rotation. Prior to performing the PCA, the suitability of the data for
factor analysis was assessed. Inspection of the correlation matrix revealed the presence of many coefficients of
.3 and above. The Keiser-Meyer-Oklin value was .84, exceeding the recommended value of .6 (Kaiser, 1970,
1974) and Bartlett’s Test of Sphericity (Bartlett, 1954) reached statistical significance, supporting the factorability
of the correlation matrix.
Convergent and divergent validation was performed using Pearson correlations with factors from another
questionnaire measuring death anxiety and the quality of HCWs’ helping relationship with their patients (Gouveia
e Melo, & Oliver, 2011).
Reliability —Once the validity of the domains of the scale had been established, the internal consistency of each
factor was tested using Cronbach’s α coefficients and test-retest reliability was determined by calculating intra-class
correlation coefficients with a 4-month interval (Pearson bivariate correlations).
Calculation of the Cut-Off Point — The cut-off point should be calculated taking into account the sample of
population as follows (see Table 5):
• The sum of each factor (total scores/nr. of participants), is divided by the number of validated items;
• The final score of the two negative factors, is summed and divided by 2;
• The final positive score and negative scores are summed and divided by 2:
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Table 4
Medians (Mdn), Skewness (sk) and Kurtosis (ku), Minimum and Maximum Values, to Evaluate Sensitivity of the 40 Items
MaxMinKuSkMdnItemItem ID
Emotional exhaustion (ee)
613.00I feel emotionally drained by my workee01 .95-.08
613.00I feel worn out.ee15 .02-1.03
613.00I feel tired when I get up in the morning and have to face another day of work.ee06 .07-1.33
613.00I have no strength left at the end of a day's work.ee20 .03-1.27
614.00I feel that I work too hard in my profession.ee23 .76-.32-
614.00I am frustrated because I cannot find the time to have a quality relationship with the patientee13 .66-.54-
613.00Dealing psychologically with terminally ill patients makes me feel insecure and anxiousee21 .03-1.25
614.00I feel stressed due to the lack of debate and support within the team, with regard to our
difficulties.
ee35 .02-1.21-
614.00I feel helpless when faced with the patient's fragility.ee10 .95-.13-
613.00The relationship with the patient's family wears me out.ee28 .68-.34
614.00I ask myself many times if I could have "done more" and this makes me feel anxiousee38 .85-.19-
611.00I feel frustrated by my workee08 .601.501
614.00I am emotionally disturbed by the death of so many patients.ee25 .06-1.15-
612.00Working directly with people causes me a lot of stress.ee31 .31.93
612.00I cannot afford to answer to the individual needs of my patients.d27 .45-.76
Professional fulfillment (pf)
614.00I have a positive influence on the people I coordinate at work.pf32 .08.41-
614.00It is easy for me to create a relaxed atmosphere with other people.pf14 .21-.24-
614.00I resolve other people's problems efficientlypf03 .28.55-
615.00I often contribute towards giving my patients quality of life, comfort and dignity at the end
of their life.
pf40 .03.59-
615.00I feel that what I do makes a differencepf22 .83.85-
614.00At work, I deal with emotional problems very calmly.pf26 .19-.33-
614.00I feel that other people have realistic expectations regarding my working performance.pf29 .61.78-
615.00I have accomplished many useful things in this work.pf19 .504.85-1
614.00I can easily understand what other people are experiencingpf05 .05.53-
615.00I have moments of sharing with the patients, with no need to hid my feelings.pf33 .10-.61-
615.00I feel fulfilled when I work in close collaboration with others.pf17 .653.71-1
614.00I feel energeticpf36 .22-.36-
614.00I manage to find time in my work to talk to patients and to help them find meaning in their
lives.
pf39 .22-.46-
614.00I feel fulfilled at work because I manage to find time to just "be" with the patient and their
family
pf09 .48-.48-
Depersonalization (d)
611.00I don't really care what happens to my patients
a
d24 .2213.383
611.00I have become more insensitive to people since I have this jobd07 .82.331
612.00I give more importance to the technical part of my work than to the human part.d30 .193.541
612.00I am afraid this job will make me become emotionally hardd12 .76-.70
612.00I do not pay real attention to what happens to other people.d16 .201.191
611.00I give a lot of importance to treating the illness, but do not have patience for the
psychological and spiritual caring of the patient
d34 .824.142
611.00I feel that I treat many people impersonally, as if they were objectsd02 .125.002
611.00Working everyday with people is a real burden for me
a
ee18 .218.572
612.00I would be incapable of coping with my work if I considered my patients as unique
individuals
d04 .32-.90
Note. ee = emotional exhaustion; d = depersonalization; pf = professional fulfillment.
aItems with inadequate sensitivity values.
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Table 5
Calculation of Cut-Off Point
NegativePositive
MeanTotal scoreFactorsMeanTotal scoreFactor
3.2048.03Nf1: Emotional exhaustion (15 items)4.3560.91Professional fulfillment (14 items)
2.0214.13Nf2: Depersonalization (7 items)
5.22Total negative (Nf1+Nf2)4.35Total positive
2.614.35Mean
3.48Cut-off point = mean of positive and negative factors: (4.35+2.61)/2
Results
Of the 300 scales that were delivered to HCWs who cared for dying patients, 280 were returned (response rate,
93.33%). Of the 280 initial responses, 150 HCWs agreed to take the retest, all of which were returned. Of the 280
scales, 208 were delivered personally and checked immediately for missing data and these were filled in by the
participant at the time. The remaining 72 were checked for missing data at a later date; ten were found having
missing values and were filled in using the mean score of the item.
Sensitivity
Table 4 shows that most items fell within the acceptable range of -3.0 to +3.0 for skewness, and -8.0 to + 8.0 for
kurtosis. Items 18 and 24 were eliminated from the scale before proceeding to the factor analysis. For a Likert
scale of 1 to 6, an acceptable median would be within the range of 3 to 4. This is the case for items relating to
emotional exhaustion. However, results were skewed for items relating to professional fulfillment and
depersonalization. This is to be expected with this sample. Whereas it is feasible for HCWs to suffer from emotional
exhaustion, for example due to excessive contact with death and suffering, and work overload, it is not expected
that they would show attitudes of depersonalization with patients who are fragile, vulnerable and dying. Likewise,
due to the close and caring relationship with patients, this work is professionally rewarding and brings meaning
into the lives of these HCWs. For this reason, these items were maintained for factor analysis.
Construct Validation
Principal components analysis revealed the presence of 11 components with eigenvalues exceeding 1, explaining
60.3% of the variance. An inspection of the scree plot revealed a clear break after the 3rd component. Using
Catell’s Scree test (Cattell, 1966), the researchers decided to retain the three components for further investigation.
Varimax rotation was performed extracting three factors and suppressing absolute values under 0.3 (see Table
6). The three-component solution explained a total of 34.29% of the variance. The rotation sums of squared
loading showedComponent 1 contributing 14.99%, Component 2 contributing 11.00% andComponent 3 contributing
8.3%. Analysis of the questions of each component show that they correspond to:
• Factor 1: Emotional exhaustion;
• Factor 2: Professional fulfillment;
• Factor 3: Depersonalization.
Two items with coefficients below .3 were eliminated from the scale:
• “My work allows me to value life more”;
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• “I feel that other people censor me because of their own problems”.
Table 6
Principal Component Analysis of Burnout Scale: Full Description of the 3 Factors and Coefficients of Each Item, the Alpha C Value and
Variance of Each Factor
BURNOUT (N = 280)
CommunalityFactor LoadingItemItem Id
F1: Emotional exhaustion (α C = 0.86; M = 3.20; SD = .83081; V = 14.99%)
.6940.767I feel emotionally drained by my workee 01
.7380.751I feel worn outee 15
.6620.709I feel tired when I get up in the morning and have to face another day of workee 06
.6200.605I have no strength left at the end of a day's workee 20
.6690.558Dealing psychologically with terminally ill patients makes me feel insecure and anxiousee 21
.5950.552I feel that I work too hard in my professionee 23
.7040.540I am frustrated because I cannot find the time to have a quality relationship with the patientee 13
.5480.506I feel stressed due to the lack of debate and support within the team, with regard to our difficultiesee 35
.6230.499The relationship with the patient's family wears me outee 28
.5810.496I feel helpless when faced with the patient's fragilityee 10
.5990.490I ask myself many times if I could have "done more" and this makes me feel anxiousee 38
.6440.489I am emotionally disturbed by the death of so many patientsee 25
.5560.468I feel frustrated by my workee 08
.5410.460Working directly with people causes me a lot of stressee 31
.5150.307I cannot afford to answer to the individual needs of my patientsd 27
F2: Professional fulfillment (α C = 0.83; M = 4.35; SD = .61583; V = 11.00%)
.5610.729I have a positive influence on the people I coordinate at work.pf 32
.5530.645It is easy for me to create a relaxed atmosphere with other peoplepf 14
.5580.610I resolve other people's problems efficientlypf 03
.6160.578I often contribute towards giving my patients quality of life, comfort and dignity at the end of their
life
pf 40
.6150.578At work, I deal with emotional problems very calmlypf 26
.6220.549I feel that what I do makes a differencepf 22
.6200.516I feel that other people have realistic expectations regarding my working performancepf 29
.5850.508I can easily understand what other people are experiencingpf 05
.6180.470I have accomplished many useful things in this workpf 19
.6320.423I have moments of sharing with the patients, with no need to hid my feelingspf 33
.6230.414I feel energeticpf 36
.5740.399I feel fulfilled when I work in close collaboration with otherspf 17
.6920.378I manage to find time in my work to talk to patients and to help them find meaning in their livespf 39
.6040.304I feel fulfilled at work because I manage to find time to just "be" with the patient and their familypf 09
F3: Depersonalization (α C = 0.63; M = 2.02; SD = .69603; V = 8.31%)
.7220.618I have become more insensitive to people since I have this jobd 07
.6780.568I am afraid this job will make me become emotionally hardd 12
.7090.471I feel that I treat many people impersonally, as if they were objectsd 02
.6110.454I give more importance to the technical part of my work than to the human partd 30
.5850.417I would be incapable of coping with my work if I considered my patients as unique individualsd 04
.6330.406I do not pay real attention to what happens to other peopled 16
.4880.358I give a lot of importance to treating the illness, but do not have patience for the psychological
and spiritual caring of the patient
d 34
Note. α C = Cronbach’s Alpha; M = mean; SD = standard deviation; V = variance.
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Convergent and Divergent Validation
The relationships between burnout, death anxiety and quality of helping relationships were investigated using
Pearson’s product-moment correlation coefficient. Preliminary analyses using Q-Q Plots were performed to ensure
no violation of the assumptions of normality, linearity and homoscedasticity had occurred. The results are presented
in the following diagrams. Correlations with an r value > .500 can be considered to be strong, r from .30 to .49
medium, and r from .10 to .29, weak. Figures 1, 2 and 3 display the correlations.
Figure 1. Convergent validation.
Reliability
Cronbach’s alpha coefficients were .86 for factor 1, .83 for factor 2, and .63 for factor 3. In order to establish
test-retest reliability, Pearson bivariate correlations were performed on the 3 factors, with an interval of 4 months.
Intra-class correlation was from .55 to .59 in each domain (Figure 4). We can therefore conclude that all three
factors are reliable both internally and over time.
Psychology, Community & Health
2012, Vol. 1(3), 257–272
doi:10.5964/pch.v1i3.21
Melo & Oliver 265
Figure 2. Divergent validation.
Figure 3. Intra-scale correlations.
Calculation of Cut-Off Point
Justification for Adding Extra Questions to the Scale, Specific for HCWs who Care for the Dying — As
mentioned in the introduction, a review of the literature revealed low levels of burnout in health care workers who
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Figure 4. Test-retest correlations to test reliability of scale.
care for dying patients when using the MBI. However, qualitative data from these same studies shows that this
is not the case. In order to verify these findings, we calculated the mean of the general items (MBI + Jerabek) and
the items written specifically for this population. Results show that the general questions do in fact show a level
of emotional exhaustion well below the cut-off point, as presented in Table 7.
Table 7
Means of Burnout Without Questions Specific for HCWs who Care for the Dying
SDT1 MFactors derived from factor analysis using PCAName of Questionnaire
.884492.70Emotional exhaustionNormal burnout
.617074.40Professional fulfillment
.670551.47Depersonalization
However the questions designed specifically for this population show levels just above the cut-off point for emotional
exhaustion. There is a slight difference in depersonalisation and no difference in professional fulfillment (see Table
8).
In order to better understand who suffers from emotional exhaustion, we divided the sample in HCWs who work
in palliative care (pc) units and those who work with dying patients without palliative care. Table 9 show the results
regarding the two groups.
Psychology, Community & Health
2012, Vol. 1(3), 257–272
doi:10.5964/pch.v1i3.21
Melo & Oliver 267
Table 8
Means of Burnout Specific for HCWs who Care for the Dying – General
SDT1 MFactors derived from factor analysis using PCAName of Questionnaire
.873483.50Emotional exhaustionBurnout specific for HCW who care for the dying
.819184.40Professional fulfillment
.808481.69Depersonalization
Table 9
Means of Burnout Specific for HCWs who Care for the Dying – In and out of PC
Mean out of PCMean in PCBurnout – Specific for HCWs who care for the dying
3.83.3Emotional exhaustion
1.71.7Depersonalization
4.44.4Professional fulfillment
This shows that HCWs who work in palliative care units are below the cut-off point, and those caring for dying
patients without being integrated within a team of palliative care are above. Results continue to show no difference
in scores of depersonalization and professional fulfillment.
This leads to the question of what actually causes emotional exhaustion in HCWs who care for terminal patients.
Table 10 shows a list of the items with the highest scores. The number in brackets shows the order from highest
score (1) to lowest score (5).
Table 10
Comparison of Items Related to Emotional Exhaustion, in and out of PC
HCWs out of PCHCWs in PCAll HCWsQuestion related to emotional exhaustion
4.34 (1)3.49 (3)3.86 (1)1. I ask myself many times if I could have “done more” and this makes me feel anxious
3.92 (4)3.74 (1)3.82 (2)2. I feel that I work too hard in my profession
3.62 (5)3.69 (2)3.66 (3)3. I feel helpless when faced with the patient’s fragility
4.09 (2)3.13 (5)3.54 (4)4. I am emotionally disturbed by the death of so many patients
3.98 (3)3.19 (4)3.53 (5)5. I feel stressed due to the lack of debate and support within the team, with regard
to our difficulties
What causes themost exhaustion in HCWs in PC is work overload, followed by feelings of helplessness. However,
in HCWs out of PC, what causes most emotional exhaustion is feeling they could have “done more”, followed by
too many deaths. Moreover, on the whole HCWs out of PC had higher scores in emotional exhaustion than HCWs
in PC.
After the intervention, HCWs out of pc units made much more progress than those working in pc (Table 11).
In an attempt to understand whether the scale had items that were not contributing towards the measurement of
burnout, the mean of each item was calculated for scores at T1 and T2, for the general sample and for HCWs
working in and out of palliative care. Results showed the following items which systematically scored below 2.5
(Table 12).
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Table 11
T-test of Results of Items Related to Emotional Exhaustion in and out of Palliative Care at t1 and t2
HCWs out of PCHCWs in PCQuestion related to emotional exhaustion T1/T2
p < 0.001ns1. I ask myself many times if I could have “done more” and this makes me feel anxious
nsns2. I feel that I work too hard in my profession
p < 0.0080.0323. I feel helpless when faced with the patient’s fragility
p < 0.001ns4. I am emotionally disturbed by the death of so many patients
p < 0.019ns5. I feel stressed due to the lack of debate and support within the team, with regard to our difficulties
Note. ns = not significant.
Table 12
Scores Below 2.5
T2 M HCWs
out pc
T1M HCWs
out pc
T2 M HCWs
in pc
T1 M HCWs
in pc
T2 M general
sample
T1 M General
sample
Item
2.252.262.412.352.342.311. I cannot afford to answer to the individual
needs of my patients
2.012.292.072.062.052.162. Working directly with people causes me a lot
of stress
1.862.031.401.501.601.733. I feel frustrated by my work
A comparison was performed on emotional exhaustion with all 15 items and emotional exhaustion without these
3 items (Table 13).
Table 13
Comparison of Emotional Exhaustion With and Without Last 3 Items of Factor Analysis
out pcin pcGeneralT1
3.312.903.10Emotional exhaustion (15 items)
3.593.193.36Emotional exhaustion (12 items)
These results show that without the three items, HCWs who care for dying patients out of PC units are above the
cut-off point for emotional exhaustion.
Discussion
This study validated a scale to evaluate self-reported burnout in health care workers who care for terminal patients.
It has good internal consistency, test-retest reliability, construct as well as convergent and divergent validity.
It adds the following to already existing instruments: (1) it is a scale that is adapted to HCWs who care for terminal
patients, because these HCWs suffer from specific sources of stressors leading to burnout that HCWs in other
areas do not; (2) quantitative research using the MBI reports low levels of burnout in these HCWs, which is
inconsistent with results from qualitative research (therefore, this scale provides a more reliable form of measuring
burnout than those presently existing); (3) the scale is concise and easy to administer.
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For this reason, this scale can help identify some of the difficulties that these HCWs experience and consequently
improve the quality of their emotional support and education.
In Portugal, specific emotional support for professionals working in end-of-life care is not provided within the health
care system and therefore, HCWs either need to seek help in their own free time, or, when they do seek help
during working hours, they feel rushed because of the extra stress put on their colleagues. Reducing burnout
through emotional support and education on how to cope with stress will ultimately improve the care of the patients
and improve the efficiency and effectiveness of the hospitals.
This study explored the correlations of factors of the burnout scale, with other questionnaires that evaluated
self-reported quality of helping relationship attitudes, death anxiety and existential well-being. Emotional exhaustion
and depersonalization were positively correlated to existential fears, such as fear of physical degradation,
dependence on others and loss of control and self-criticism for not giving sufficient time towards family and
meaningful activities. They were also correlated to the negative factors of self-reported quality of helping relationship
(avoidance mechanisms, distance and impatience towards patients). Likewise, professional fulfillment, (the positive
factor in the burnout scale) was positively correlated to existential well-being (close family relationships and
self-confidence in relation to adversity and illness) and to positive attitudes in a helping relationship (empathy,
congruence and unconditional acceptance of patient). Similar findings occurred with negative correlations (see
Figure 2). Intra scale correlations were also performed on the three factors. There was a strong correlation between
emotional exhaustion and depersonalization and a negative correlation of medium strength between professional
fulfillment and emotional exhaustion and between professional fulfillment and depersonalization.
With the exception of the item “I feel I work too hard in my profession”, the items that scored the highest were
items designed specifically to measure stress in HCWs who care for the dying. This was the case for HCWs
working in and out of PC. Items that scored the lowest were: “I cannot afford to answer to the individual needs of
my patients”, “Working directly with people causes me a lot of stress”, “I feel frustrated by my work”. These were
also the items that showed the lowest coefficients in the factor analysis. A further analysis of the means of this
factor without these three items (see Table 13) shows higher levels of burnout. It also shows that for HCWs out
of PC units, levels are in fact above the cut-off point. These results are more in alignment with results from
qualitative research. One needs to question therefore whether the scale would not be more effective in measuring
emotional exhaustion without these items.
This scale was designed for all HCWs who care for dying patients, but 85.3% of the participants were nurses and
nursing aides. It is recommended that further psychometric studies are performed with a larger and more
homogenous population to improve the generalizability of the scale.
Another limitation of the study was the test-retest correlations to assess reliability over time. It could be argued
that the intervention that occurred between the two tests could bias the results. However, one would expect the
intervention to affect the results by weakening the correlations, rather than strengthening them, and this was not
the case. This is an issue that should be re-evaluated with a larger sample.
In summary, this scale has been designed and validated in Portugal to measure burnout in health care workers
who care for the dying. Quantitative studies performed with this population using other burnout scales have shown
low levels of burnout; however these findings are not in agreement with qualitative studies that show specific risk
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factors for burnout in end-of-life care. This instrument will provide a simpler and more accurate form of measuring
burnout, which will also bring forth the need for interventions to help HCWs cope with death and dying.
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